healthcare coverage is an improvement from no coverage, an equally, if not, more important discussion has yet to take proper shape: what are we doing about healthcare access? Broader healthcare coverage does not ensure broader healthcare access.
Access to healthcare is not just a convenience; it is a patient safety issue. Consider any access-challenged patient who must wait an extended period of time to see a physician. Progression of any disease, whether it is spinal stenosis, carpal tunnel syndrome, fracture, hip arthritis, or an ACL tear, results in more complicated treatment, and many studies suggest [3, 4, 6] inferior clinical results.
Access is already an issue for the Medicaid population. The majority of physicians in the United States currently do not see Medicaid patients [11] . But in January 2014, as a direct result of the Patient Protection and Affordable Care Act (PPACA), millions more patients will have health insurance through the expansion of Medicaid [7] . Americans earning less than 133% the poverty level will then be eligible for Medicaid services. Collins et al. [1] supported the PPACA, arguing that the expansion of health insurance coverage in the United States provided by the Affordable Care Act will ''narrow if not eventually eliminate the profound inequity that currently characterizes the healthcare system.'' [1] While the PPACA will improve coverage, what about access?
Another core component of the PPACA is the Hospital Value Based Purchasing Program [7] . Under this program, payments are linked to outcome measures such as high rates of 30-day readmission or hospital acquired conditions, including surgical site infections and deep venous thrombosis. As was the focus of one of my earlier columns [10] , these metrics do not consider patient comorbidity or complexity of care rendered. Importantly, these metrics also fail to consider socioeconomic risk factors. Penalties for these complications represent a disincentive for physicians to provide care to those with risk factors for these complications, namely the sick and the poor.
Whether we like it or not, Medicaid status is associated with higher complication rates and a higher cost of care. In the orthopaedic literature, a recent
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There are several reasons as to why a lower socioeconomic status may predispose a patient to a higher complication rate, including limited access as already noted, a minimal supportive social network, different education levels, and competing social forces. A single parent working two jobs may miss a followup or two because she was at risk for losing one of her jobs. Postsurgical wound care may be compromised by of a lack of supportive social structure. Patients seen in the emergency department with injuries may have experienced suboptimal or untimely care because they were unable to find a physician who would accept Medicaid.
If Medicaid patients have higher rates of complications and worse outcomes, and reimbursement is directly linked to complications and outcomes, what happens next? Two things can happen, and neither is favorable for the Medicaid population.
(1) The already access-challenged patient population becomes even more access-challenged. Medical centers and providers may choose to cherry pick patients so as to optimize their quality grades and minimize their financial penalties.
To some extent, this practice is already being done; the majority of physicians in the United States do not see Medicaid patients [11] .
The PPACA policies may serve to worsen the preexisting disparity in health care access. (2) The ''safety net'' institutions that disproportionately care for the Medicaid populations (often county hospitals, tertiary care centers, or academic hospitals) will get hit with financial penalties. As these penalties are expected to grow, this could result in substantial financial strain for these hospitals endangering their viability. If these hospitals go under, the patients they serve will lose access to care. This is already happening [8, 9] . Kaiser Health News [9] reported that hospitals with large numbers of lowincome patients were more likely to receive a penalty. Academic medical centers were more likely to be fined [8] , and these penalties are only expected to increase with time.
The PPACA will certainly increase healthcare coverage in the United States in 2014. The Hospital Value Based Purchasing Program makes it more likely that healthcare access will be reduced for the lower income population. It is ironic that the net effect of the PPACA, despite being touted to narrow inequity in healthcare, may ultimately be to worsen the access, and subsequently the safety, of the population it is seeking to assist.
There is no easy solution. The likelihood of Medicaid increasing its reimbursement to encourage physicians to care for this population is close to nil. The likelihood of physicians embracing the care of this challenging, high-risk, and under-insured population while also assuming additional liability without adequate compensation, also is close to nil. Yet it is incumbent upon us, and our political representatives, to work together to prevent things from getting worse, and perhaps even make them better.
The structure of this program should be modified; currently, it incentivizes providers to avoid caring for a population in need of care. This is in no one's best interest. Even if funding cannot be found to improve reimbursement rates, the penalties need to be mitigated, particularly for safetynet institutions. Regulatory interventions should be considered to spread the burden of care more equally across all capable providers and care centers.
